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Adolescents in a residential school 
for behavior disorders have an elevated 
mortality risk in young adulthood
Marko Manninen*, Maiju Pankakoski, Mika Gissler and Jaana Suvisaari
Abstract 
Background: Conduct problems during adolescence are associated with an elevated mortality risk. This study inves-
tigated the mortality rate, causes of death, and changes over time in a Finnish residential school (RS) population.
Methods: All adolescents (N = 885, M/F = 594/291, age mean 15.2 years at baseline) residing in the RS system in 
1991, 1996, 2001, and 2006 and matched controls were included in a register-based study with a follow-up time of up 
to 22 years.
Results: The all-cause mortality rate for people with an RS background was 6.7 % compared to 1.0 % in the controls 
(Hazard Ratio HR = 6.95, 95 % 4.66–10.37, p < 0.001). 8.1 % of the RS boys had died compared to 2.2 % of the girls 
(HR = 2.2, p = 0.02). The HR for substance-related death was 24.31 (95 % CI 9.3–65.53, P < 0.001), for suicide 7.23 (95 % 
CI 3.24–16.11, P < 0.001) and for other external causes 5.45 (95 % CI 2.41–12.36, P < 0.001) compared to controls. Mor-
tality peaked among RS boys at approximately 25 years, whereas for girls it peaked after 30 years.
Conclusions: Adolescents with severe disruptive behavior problems have a seven-fold risk for premature adult-age 
death compared to matched controls. The most common causes for death were avoidable, substance-related fol-
lowed by suicide. Effective treatment of mental and substance use related problems during and after the placement 
is needed to reduce mortality.
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Background
Residential schools (RS) in Nordic countries are child 
welfare institutions for adolescents with severe conduct 
problems. The adolescents placed in RS have disruptive 
behavior spectrum problems, which typically include 
juvenile delinquency, substance use, and severe school 
dysfunction [1]. In Finland in 2011, there were 14 783 
children and adolescents (1.4  % of the population aged 
less than 18 years) placed outside the home by child wel-
fare services, and 274 (1.8  %) of these resided in eight 
residential schools [2]. The median age for RS placement 
is 15 years, and the placement ends at the age of consent 
(18 years), after which the adolescents are provided a vol-
untary 5-year after-care program [1].
The RS system is a part of child welfare, not the correc-
tional system: the focus in the RS placement is therefore 
rehabilitation, not punishment. For example, education 
has a high priority, and all residential school adolescents 
in recent years have completed compulsory education. 
Over the past two decades, RS have been systematically 
developed to meet the needs of RS adolescents, who 
often have mental health and substance use problems [3–
5] as well as cognitive difficulties [6]. Despite the inten-
sive intervention provided to the adolescents, previous 
small-scale short-term follow-up studies have shown that 
psychiatric treatments and criminal behavior are com-
mon after the placement [7, 8].
The association between childhood and adolescent 
conduct problems with an increased mortality risk has 
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been observed in numerous population-based cohort 
studies [9–11]. Studies with long follow-up time—up to 
50 years [12] or 60 years [13]—have confirmed the asso-
ciation. The standardized mortality rate (SMR) associ-
ated with oppositional defiant disorder, conduct disorder, 
or substance use disorder diagnoses is four-fold com-
pared to the population [14], while the SMR among 
people using mental health services is two-fold [15–17]. 
Furthermore, young offenders sentenced to custody have 
an SMR of 9.4 for men (95 % CI 7.4–11.9) and 41.3 for 
women (95  % CI 20.2–84.7) [18]. In Finland, a study 
of young male offenders sentenced to prison showed 
an SMR of 7.4 (95  % CI 6.7–8.1) [19]. This correlation 
between disruptive behavior and excess premature mor-
tality appears to remain throughout life: a meta-analysis 
on adult criminal studies show SMR ranges from 1.0 to 
9.4 for males and 2.6 to 41.3 for females following release 
from prison [20].
The causes of death associated with disruptive behav-
ior differ from those of general population. In its most 
extreme form this is seen in young offenders, among 
whom the most common causes of death are drug-related 
(SMR 25.7), suicide (SMR 9.2) and non-intentional inju-
ries (SMR 5.7) [18]. The association between conduct 
problems and substance abuse is also a well-replicated 
finding [10, 21–23]. In Finland, substance use disorders 
are associated with a 3- to 50-fold risk of death, and these 
deaths are most commonly due to opioid use [24]. The 
risk for substance-related death is even higher when con-
duct disorder is accompanied with depression [25], and 
both substance use problems and mood disorders are 
common among RS adolescents [3, 4].
Conduct problems are also associated with increased 
risk of suicide [22]. For example, a large-scale Finn-
ish population follow-up study by Sourander et  al. [11] 
linked conduct and conduct-emotional problems at the 
age of 8 with an elevated risk for suicide in adolescence 
and young adulthood (OR 6.2, CI 1.8–20.9). Death by 
non-intentional injury is likewise over-represented in the 
delinquent population; the excess number of accidents 
has been proposed to reflect poor self-care, and accident-
proneness is also intertwined with substance use [12].
The risk for premature death appears to decrease with 
time [19]. Despite this proportional decrease, the trend 
of increased mortality among the delinquent subjects 
continues at least until age of 65 [12]. Moreover, the 
results from the same follow-up study by Laub et al. also 
showed that age has an effect on the causes of death: 
76 % of delinquents’ premature deaths before the age of 
40 were due to external causes of injury or poisoning—
namely accidents, suicide, homicide, and substance-
related events—while after the age of 40, these causes 
were accompanied with excess deaths due to diseases and 
medical causes.
In Finland, the number of children placed outside the 
home has doubled since 1991 [26], and the percentage 
of adolescents from an immigrant background is grow-
ing both in the general population and especially among 
those entering foster care and RS [1]. These changes pose 
a challenge to the contemporary clinical procedures in 
use in the RS, but the lack of reliable, large-scale follow-
up studies make developing the current system difficult.
Taken together, the current literature suggests that ado-
lescents referred to RS due to severe behavioral problems 
may have an elevated risk for premature death, but this 
has not been investigated previously. Moreover, it is not 
known whether the recent changes in the socio-econom-
ical and cultural background of the Finnish adolescent 
population, or the systematic efforts to develop educa-
tion, treatment, and rehabilitation provided in the reform 
schools are reflected in the long-term outcome of adoles-
cents placed in RS. This study compares the mortality of 
adolescents placed in RS to a matched general population 
control group in a register follow-up of up to 22  years. 
The specific aims of the study are to compare mortality 
risk by main causes of death in residential school adoles-
cents and controls, to assess whether the mortality risk 
and causes of death in RS adolescents have changed over 
time, and to assess whether there are excess mortality 
peaks shortly after the placement has ended or later.
Methods
The RS adolescents (N = 885, M/F = 594/291, age mean 
15.2  years at baseline) were identified from the Finnish 
welfare registry kept by the National Institute for Health 
and Welfare (Terveyden ja hyvinvoinnin laitos, THL). 
The inclusion criterion was out-of-home placement sta-
tus residential school on the last day of the year in 1991, 
1996, 2001, or 2006: the data acquired were thus organ-
ized into four cohorts. These four cohorts were selected 
for the investigation of changes in the outcome of RS 
adolescents over time. As 5-year intervals were used, 
the majority of children were only in one cohort in the 
original data. The children with entries in more than one 
cohort were removed from the later one. The birth years 
ranged from 1973 to 1994. The controls (N = 4316) were 
chosen by the criterion of having no RS placement entries 
and matched by sex, age, and place of birth (municipality) 
with the RS adolescents. The aim was to get five matched 
controls for each case, which was not possible for 71 resi-
dential school adolescents (6 % of all cases). This was due 
to difficulties in finding suitable controls, for example if 
the RS adolescent had been born in a small municipal-
ity. In the final data, 58 cases had four matched controls 
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each, and the remaining 13 one to three controls each. 
All RS children were included in the study, regardless 
of the final number of controls. The study protocol was 
reviewed and approved by the institutional review board 
of the National Institute for Health and Welfare, Finland.
Mortality data was obtained from the Causes of Death 
Register, kept by Statistics Finland. The data are based 
on death certificates, and the coding of causes of death is 
controlled by medical experts at the local level and at Sta-
tistics Finland [27]. The causes of death were categorized 
in five groups: Substance-related deaths, Suicide, Exter-
nal causes, Diseases/medical conditions, and Unknown. 
Substance-related deaths refer to alcohol- and drug-
related deaths, as defined by Nordic Medico-Statistical 
Committee (NOMESCO) guidelines [28]. The category 
label Unknown refers to deaths which have occurred 
abroad, so that the Finnish authorities were not able to 
determine a cause of death. For diagnoses in 1991–1995, 
the corresponding ICD-9 codes were used for categori-
zation. The mortality data acquisition date was 11th of 
November 2013, and the follow-up time after residential 
school ranged from 1 to 22 years.
Survival analysis was conducted with stratified Cox 
regression, which accounts for the matching of individu-
als within the groups of one RS adolescent plus matched 
controls. The four residential school cohorts were com-
pared to each other by Kaplan–Meier survival analysis. 
The Hazard Ratios (HR) comparing residential school 
subjects and controls with respect to different causes of 
death were calculated by stratified Cox regression. The 
percentages for different causes of death among the RS 
population were also reported cohort-by-cohort. Mor-
tality hazard rates were calculated for different age cat-
egories. Smoothed curves were obtained by a kernel-like 
smoothing procedure, and mortality hazard rates were 
calculated in R version 3.1.1 package muhaz version 1.2.6. 




The risk for premature death in RS adolescents was 
seven-fold (HR = 6.95, 95 % CI 4.66–10.37, p < 0.001) and 
was similar for males (HR =  6.93, 95  % CI 4.46–10.75, 
p < 0.001) and females (HR = 7.05, 95 % CI 2.68–18.53, 
p < 0.001). The difference was largest in the 1991 cohort: 
14.6  % (M/F 16.7  %/8.3  %) of RS adolescents had died 
during follow-up compared to 1.5 % (M/F 1.4 %/1.7 %) of 
controls. The mortality rate for RS adolescents and their 
controls by cohort and sex is shown in Table 1.
Mortality hazard functions for RS subjects and con-
trols by age and sex are presented in Fig. 1. The mortal-
ity hazard function for RS boys peaked at approximately 
25  years of age, whereas for RS females it peaked after 
30 years. The Kaplan–Meier survival plot comparing RS 
cohorts suggested a difference between the 1991 cohort 
and the later ones (Fig.  2), but the difference did not 
reach statistical significance (p = 0.168).
Causes of death
Table  2 presents the categorized causes of death for RS 
subjects and controls, as well as the HRs for each cat-
egory. The elevated risk for substance-related death was 
24-fold, for suicide seven-fold, for death by external 
causes five-fold, and for death by unknown cause eight-
fold. All these differences were statistically significant. 
Of the 12 deaths due to external causes, eight (67  %) 
were traffic accidents. Mortality related to diseases and 
Table 1 Deaths for  residential school (RS) population and  controls by  cohort and  sex. As the follow-up times  vary, the 
numbers are not comparable between the cohorts
Cohort Males Females Both
RS Controls RS Controls RS Controls
1991 N (deaths/all) 25/150 10/722 4/48 4/239 29/198 14/961
16.7 % 1.4 % 8.3 % 1.7 % 14.6 % 1.5 %
1996 N (deaths/all) 11/142 11/689 5/64 2/313 16/206 13/1002
7.7 % 1.6 % 7.8 % 0.6 % 7.8 % 1.3 %
2001 N (deaths/all) 10/143 8/697 0/74 1/363 10/217 9/1060
7.0 % 1.1 % 0.0 % 0.3 % 4.6 % 0.8 %
2006 N (deaths/all) 3/159 6/783 1/105 0/510 4/264 6/1293
1.9 % 0.8 % 1.0 % 0.0 % 1.5 % 0.5 %
Total N (deaths/all) 49/594 35/2891 10/291 7/1425 59/885 42/4316
8.2 % 1.2 % 3.4 % 0.5 % 6.7 % 1.0 %
HR (95 % CI) 6.93 (4.46–10.75) 7.05 (2.68–18.53) 6.95 (4.66–10.37)
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medical conditions was not elevated in RS population 
(HR 0.49, 95 % CI 0.01–3.82).
The sex differences in causes of death are shown in 
Table 3. Nearly half of the deaths among RS males were 
substance-related (alcohol and drugs together 46.9  %), 
followed by suicide (26.5 %), external (20.4 %), unknown 
(4.1  %), and medical (2.0  %) causes. One RS male died 
from homicide. For RS females, the most common cause 
of death was suicide (30  %), followed by substance-
related (20  %) and external causes (20  %). In addition, 
30 % of RS females’ deaths were due to unknown causes. 
Due to the small group sizes, statistical testing by gender 
was not done.
Discussion
Adolescents placed in residential schools have a sub-
stantially elevated mortality risk in young adulthood: the 
results from this study show a seven-fold overall risk for 
death. All excess mortality was due to substance-related 
causes, suicide, or external causes, whereas mortality 
from diseases/medical conditions was not elevated. These 
figures are higher than those found among patients with 
mental disorders (SMR 2.22, 95 % CI 2.12–2.33) [17], and 
they are also higher than those from population studies 
addressing disruptive behavior disorder (SMR 5.0) [30]. 
The mortality rates found in this study resemble the fig-
ures found among young offenders sentenced to prison 
[18, 19], and those found in adult prison studies [20, 31].
The mortality hazard is age-dependent. The difference 
in mortality between RS population and controls begins 
to widen as the age of consent (in Finland, 18  years) is 
reached and adolescents leave the RS system, but pre-
mature mortality peaks later, at about 23–28 years of age 
among men and after age 30 among women. This is dif-
ferent from, for example, results from young offenders, 
among whom the mortality risk appears to peak during 
the first weeks after release from prison [31]. In the cur-
rent RS service system, the provided after-care programs 
Fig. 1 Mortality hazard functions for residential school population 
and controls by sex (N = 5201). Globally optimal estimates
Fig. 2 Kaplan–Meier survival curves for the four RS cohorts
Table 2 Causes of death for residential school population and controls
HR hazard ratio, NS non-significant
*** p < 0.001; ** p < 0.01
Cause of death RS Control 95 % CI
N % N % HR Lower Upper Sig.
Substance-related 25 42.4 5 11.9 24.31 9.30 63.53 ***
Suicide 16 27.1 10 23.8 7.23 3.24 16.11 ***
External causes 12 20.3 12 28.6 5.45 2.41 12.36 ***
Disease or medical condition 1 1.7 12 28.6 0.49 0.06 3.82 NS
Unknown 5 8.5 3 7.1 8.33 1.99 34.87 **
Total 59 100 42 100
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stop 5 years after the age of consent, which translates to 
23 years of age. As the mortality risk in RS males peaks at 
23–25 years, it appears that the cessation of after-care is 
a critical period for young males from an RS background. 
For RS females, the relative mortality risk peaks even 
later, after 30  years of age. Their elevated risk might be 
connected to problems related to family relations or child 
bearing, but the current data are insufficient to analyze 
this in greater detail. Further research is needed to disen-
tangle the gender-specific risk factors. Nevertheless, our 
results suggest that there is a need for long-term support 
after the official after-care program ends.
The death rate in the 1991 RS cohort was higher than in 
other cohorts, but the difference did not reach statistical 
significance. A plausible explanation for this trend is the 
financial depression in Finland in the early 1990’s, which 
led to cuts to funding for the welfare system. Even though 
there were differences between municipalities, it is pos-
sible that the after-care for the 1991 cohort was consider-
ably less extensive than for the younger cohorts.
Substance use was the single most common cause of 
death within the RS population. The risk for premature 
death due to substance use was 24-fold compared to con-
trols. These substance-caused mortality rates are higher 
than those associated with opioid use (SMR 14.7) [30], 
or with alcohol use disorder (mortality rate ratio 3.0–
5.2) [32] in the general population. The figures found in 
this study again resemble the findings from studies on 
adult criminals, in which substance use is the leading 
cause of death (SMRs 4.1–26) for released adult prison-
ers, accounting for 18  % of premature deaths [20]. The 
association between a history of governmental care and 
substance use disorders (SUD) has been reported from 
other countries as well [33]. Our results suggest that 
interventions for preventing SUDs should be an integral 
part of RS treatment.
The suicide mortality rate in the RS population was 
seven-fold compared to the controls, which corresponds 
to the rates found in prisoners [20] and approaches that 
found in severe mental disorders and hospital-treated 
substance use disorders [29, 32]. Psychiatric disorders are 
common in RS adolescents [3, 4], and should be identified 
and treated when the adolescents are in residential care. 
Furthermore, school-based suicide prevention programs 
[34] should be implemented in reform schools. Neverthe-
less, the fact that mortality risk peaks several years after 
the RS placement has ended suggests that RS adolescents 
need continuing support and care in young adult life. A 
history of severe disruptive behavior problems should be 
recognized as a risk factor for suicidal behavior.
External causes were the third most common causes of 
death. The majority (67 %) of these deaths were caused by 
traffic accidents. Further, it is difficult to assess how many 
of the traffic deaths were suicides. The current literature 
suggests that 2–6 % of traffic deaths are intentional [35, 
36]. Comorbid substance use disorder and/or intoxica-
tion were found in two thirds of the traffic-related deaths, 
which again emphasizes the key role of substance-related 
problems.
Adult prisoners are known to have an excess of both 
physical problems and psychiatric disorders [30, 37]. In 
this study, however, there was no excess risk due to dis-
eases and medical conditions. This was probably due to 
Table 3 The categorized causes of death for residential school (RS) population and controls
Sex RS (N = 885) Controls (N = 4316)
N % of RS  
population




 Substance-related 23 3.8 46.9 5 0.2 14.3
 Suicide 13 2.2 26.5 9 0.3 25.7
 External cause 10 1.7 20.4 10 0.3 28.6
 Disease 1 0.2 2.0 8 0.3 22.9
 Unknown 2 0.3 4.1 3 0.1 8.6
 Total 49 8.2 100 35 1.2 100
Female
 Substance-related 2 0.7 20.0 – – –
 Suicide 3 1.0 30.0 1 0.1 14.3
 External cause 2 0.7 20.0 2 0.1 28.6
 Disease – – – 4 0.3 57.1
 Unknown 3 1.0 30.0 – – –
 Total 10 3.4 100 7 0.5 100
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the relatively young age of the subjects: physical health 
problems typically accumulate at older age.
In the United States, adolescent delinquents have a 
high risk for homicide victimization [38], whereas there 
was only one homicide victim among the 59 RS deaths in 
this study. In Finland, youth gang membership and gun 
violence are rare, and typical homicides take place among 
middle-aged, unemployed, alcohol-dependent men [39].
It has been said that prison provides a public health 
opportunity to treat both physical and psychiatric prob-
lems which might not be treated in the community [37]. 
Likewise, residential school has been described as a sec-
ond chance, as placement facilitates effective interven-
tions before adulthood [3]. The results from this study 
suggest that especially RS males would benefit from an 
intensive, long-term after-care lasting until the early 
thirties. However, working with delinquent adolescents 
might prove difficult: in addition to their multiple and 
intertwined problems, these adolescents might have a 
hostile attitude towards the personnel and the whole care 
system. This is especially true in the after-care, in which 
the drop-out rates appear to be high. According to the 
RS personnel, the main reason for poor commitment is 
the lack of personal, long-term relationships between the 
adolescents and after care personnel. A trusting relation-
ship is, unfortunately, difficult to achieve due to a high 
turnover of after-care workers.
The strengths of this study include a sufficiently large 
RS population and an extensive follow-up data from 
Finnish registries without drop-outs. The large data set 
makes the findings reliable. The most obvious limita-
tion concerns generalizing the results. The Finnish resi-
dential school system differs from similar institutions in 
other countries: it is a part of the welfare, not the juridi-
cal system, and the placement decision is influenced by 
unique factors. For example, in our data set it remains 
unclear which adolescents fulfilled the diagnostic crite-
ria for conduct disorder or substance use disorder during 
placement. However, RS placement per se is an indica-
tion of severe behavioral problems. Another limitation 
is the lack of data on the socioeconomic status (SES) of 
the subjects and controls: low SES is a well-known factor 
affecting life expectancy in the general population [40, 
41], but obtaining reliable SES information for foster-care 
RS adolescents was not possible. Moreover, female deaths 
were rare, which results in weak statistical power: female-
only interpretation of the results should be done with 
care. Taken together, these limitations do not change 
the main outcome of this study: the high mortality rate 
among former RS adolescents calls for immediate action.
Early adulthood is a critical period for emerging health 
inequalities, and the ultimate outcome measure for health 
inequalities between population subgroups is premature 
death. Delinquent adolescents’ problems resemble those 
of adult prisoners’, but in the main their problems are less 
severe and less intertwined, and thus the prognosis should 
be better. Interventions targeting mental health and sub-
stance use should be provided during the residential 
school placement, but our results also suggest that con-
tinuing the open care programs after RS is crucial. These 
adolescents need long-lasting and multi-faceted support 
in the transition phase from residential school adoles-
cence to being a self-supporting adult member of society. 
Despite differences between the institutions and welfare 
policies in Finland and other countries, the results from 
this study underline substance use and mental health 
problems as the key factors affecting premature mortality 
among adolescents with severe conduct problems.
Conclusions
  – Adolescents placed in a residential school for behavior 
disorders have an elevated risk for premature death in 
early adulthood.
  – Compared to the general population, the difference in 
mortality begins to widen after the end of placement.
  – The premature mortality is mainly due to mental 
health and substance use problems.
  – The excess mortality is a specific public health inequity, 
which calls for effective screening and intervention 
procedures.
  – Targeted interventions should be provided during 
placement, and open care programs should continue 
after RS: these adolescents need intensive support in 
the transition phase from residential school adoles-
cence to self-supporting adulthood.
Abbreviations
HR: hazard ratio; RS: residential school; SES: socio-economic status; SUD: sub-
stance use disorders; SMR: standardized mortality rate; THL: National Institute 
for Health and Welfare, Finland (Terveyden ja hyvinvoinnin laitos).
Authors’ contributions
MM acquired the data and drafted the manuscript. MP performed the statisti-
cal analysis. MM, MG, and JS designed the study. All authors contributed to the 
final manuscript version. All authors read and approved the final manuscript.
Acknowledgements
The authors are grateful to M.Sc. (Econ.), Director Anna-Maija Kujala and M.Sc., 
Psychologist Pirjo Toivola from the Residential School of Vuorela for sharing 
their expert knowledge and clinical experience on the residential school 
system’s past, present, and future.
The Sohlberg foundation has provided funding to MM for this study.
Compliance with ethical guidelines
Competing interests
The authors declare that they have no competing interests.
Received: 15 April 2015   Accepted: 18 August 2015
Page 7 of 7Manninen et al. Child Adolesc Psychiatry Ment Health  (2015) 9:46 
References
 1. Kitinoja M (2005) At the end of the road, a reform school. A study of the 
child welfare clienting and school history of children placed in reform 
schools. National Research and Development Centre for Welfare and 
Health (STAKES), Helsinki
 2. Kuoppala T, Säkkinen S (2012) Child welfare 2011. Statistical report, p 26
 3. Lehto-Salo Pirkko (2011) The Placement on a reform school—the second 
chance for an adolescent?. Jyväskylä University, Jyväskylä
 4. Manninen M, Therman S, Suvisaari J, Ebeling H, Huttunen MO, Joskitt L 
et al (2010) Psychiatric symptoms and their recognition in adolescents 
institutionalized for behavior problems. Psychiatria Fennica 41:111–129
 5. Manninen M, Therman S, Suvisaari J, Ebeling H, Moilanen I, Huttunen 
M et al (2011) Alexithymia is common among adolescents with severe 
disruptive behavior. J Nerv Ment Dis 199(7):506–509
 6. Närhi V, Lehto-Salo P, Ahonen T, Marttunen M (2010) Neuropsychologi-
cal subgroups of adolescents with conduct disorder. Scand J Psychol 
51(3):278–284
 7. Manninen M, Lindgren M, Huttunen M, Ebeling H, Moilanen I, Kalska H 
et al (2013) Low verbal ability predicts later violence in adolescent boys 
with serious conduct problems. Nord J Psychiatry 67(5):289–297
 8. Manninen M, Lindgren M, Therman S, Huttunen M, Ebeling H, Moilanen 
I et al (2014) Clinical high-risk state does not predict later psychosis in a 
delinquent adolescent population. Early Interv Psychiatry 8(1):87–90
 9. Maughan B, Stafford M, Shah I, Kuh D (2013) Adolescent conduct prob-
lems and premature mortality: follow-up to age 65 years in a national 
birth cohort. Psychol Med 21:1–10
 10. Odgers CL, Caspi A, Broadbent JM, Dickson N, Hancox RJ, Harrington H 
et al (2007) Prediction of differential adult health burden by conduct 
problem subtypes in males. Arch Gen Psychiatry 64(4):476–484
 11. Sourander A, Klomek AB, Niemelä S, Haavisto A, Gyllenberg D, Helenius 
H et al (2009) Childhood predictors of completed and severe suicide 
attempts: findings from the Finnish 1981 Birth Cohort Study. Arch Gen 
Psychiatry 66(4):398–406
 12. Laub JH, Vaillant GE (2000) Delinquency and mortality: a 50-year follow-
up study of 1,000 delinquent and nondelinquent boys. Am J Psychiatry 
157(1):96–102
 13. Trumbetta SL, Seltzer BK, Gottesman II, McIntyre KM (2010) Mortal-
ity predictors in a 60-year follow-up of adolescent males: exploring 
delinquency, socioeconomic status, IQ, high-school drop-out status, and 
personality. Psychosom Med 72(1):46–52
 14. Dalsgaard S, Ostergaard SD, Leckman JF, Mortensen PB, Pedersen 
MG (2015) Mortality in children, adolescents, and adults with atten-
tion deficit hyperactivity disorder: a nationwide cohort study. Lancet 
385(9983):2190–2196
 15. Cunningham R, Sarfati D, Peterson D, Stanley J, Collings S (2014) Prema-
ture mortality in adults using New Zealand psychiatric services. NZ Med J 
127(1394):31–41
 16. Nordentoft M, Wahlbeck K, Hällgren J, Westman J, Ösby U, Alinaghizadeh 
H et al (2013) Excess mortality, causes of death and life expectancy in 
270,770 patients with recent onset of mental disorders in Denmark, 
Finland and Sweden. PLoS One 8(1):e55176
 17. Walker ER, McGee RE, Druss BG (2015) Mortality in mental disorders and 
global disease burden implications: a systematic review and meta-analy-
sis. JAMA Psychiatry 72(4):334–341
 18. Coffey C, Veit F, Wolfe R, Cini E, Patton GC (2003) Mortality in young 
offenders: retrospective cohort study. BMJ 326(7398):1064
 19. Sailas ES, Feodoroff B, Lindberg NC, Virkkunen ME, Sund R, Wahlbeck 
K (2006) The mortality of young offenders sentenced to prison and its 
association with psychiatric disorders: a register study. Eur J Public Health 
16(2):193–197
 20. Zlodre J, Fazel S (2012) All-cause and external mortality in released 
prisoners: systematic review and meta-analysis. Am J Public Health 
102(12):67–75
 21. Ellis L (2009) Handbook of crime correlates. Elsevier, Kidlington
 22. Fergusson DM, Horwood LJ, Ridder EM (2005) Show me the child at 
seven: the consequences of conduct problems in childhood for psycho-
social functioning in adulthood. J Child Psychol Psychiatry 46(8):837–849
 23. Sourander A, Multimäki P, Nikolakaros G, Haavisto A, Ristkari T, Helenius H 
et al (2005) Childhood predictors of psychiatric disorders among boys: a 
prospective community-based follow-up study from age 8 years to early 
adulthood. J Am Acad Child Adolesc Psychiatry 44(8):756–767
 24. Uosukainen H, Kauhanen J, Bell JS, Ronkainen K, Tiihonen J, Föhr J et al 
(2013) Mortality among clients seeking treatment for buprenorphine 
abuse in Finland. Drug Alcohol Depend 133(2):391–397
 25. Fombonne E, Wostear G, Cooper V, Harrington R, Rutter M (2001) The 
Maudsley long-term follow-up of child and adolescent depression. 1. Psy-
chiatric outcomes in adulthood. Br J Psychiatry J Mental Sci 179:210–217
 26. THL (2014) Child welfare 2013. Available at: http://www.thl.fi/en/web/
thlfi-en/statistics/statistics-by-topic/social-services-children-adolescents-
and-families/childwelfare. Accessed 26 Feb 2015
 27. Lahti RA, Penttilä A (2001) The validity of death certificates: routine valida-
tion of death certification and its effects on mortality statistics. Forensic 
Sci Int 115(1–2):15–32
 28. Nomesco (2013) Health statistics for the Northern Countries. Available  at: 
http://nowbase.org/~/media/Projekt%20sites/Nowbase/Publikationer/
Helse/Health%20Statistics%202013.ashx
 29. Hess K, Gentleman R (2014) Muhaz: hazard function estimation in survival 
analysis. R package version 1.2.6. Available at: http://CRAN.R-project.org/
package=muhaz
 30. Chesney E, Goodwin GM, Fazel S (2014) Risks of all-cause and sui-
cide mortality in mental disorders: a meta-review. World Psychiatry 
13(2):153–160
 31. Fazel S, Baillargeon J (2011) The health of prisoners. Lancet 
377(9769):956–965
 32. Westman J, Wahlbeck K, Laursen TM, Gissler M, Nordentoft M, Hällgren 
J et al (2015) Mortality and life expectancy of people with alcohol 
use disorder in Denmark, Finland and Sweden. Acta Psychiatr Scand 
131(4):297–306
 33. Barker B, Kerr T, Alfred GT, Fortin M, Nguyen P, Wood E et al (2014) High 
prevalence of exposure to the child welfare system among street-
involved youth in a Canadian setting: implications for policy and practice. 
BMC Public Health 24(14):197
 34. Wasserman D, Hoven CW, Wasserman C, Wall M, Eisenberg R, Hadlaczky 
G et al (2015) School-based suicide prevention programmes: the SEYLE 
cluster-randomised, controlled trial. Lancet 385(9977):1536–1544
 35. Pompili M, Serafini G, Innamorati M, Montebovi F, Palermo M, Campi 
S et al (2012) Car accidents as a method of suicide: a comprehensive 
overview. Forensic Sci Int 223(1–3):1–9
 36. Henderson AF, Joseph AP (2012) Motor vehicle accident or driver suicide? 
Identifying cases of failed driver suicide in the trauma setting. Injury 
43(1):18–21
 37. Fazel S, Seewald K (2012) Severe mental illness in 33,588 prisoners world-
wide: systematic review and meta-regression analysis. Br J Psychiatry 
200(5):364–373
 38. Ezell ME, Tanner-Smith EE (2009) Examining the role of lifestyle and 
criminal history variables on the risk of homicide victimization. Homicide 
Studies 13(144):144–173
 39. Lehti M (2015) Henkirikoskatsaus 2014 [Homicide report 2014]. Available 
at: http://www.optula.om.fi/material/attachments/optula/julkaisut/
verkkokatsauksia-sarja/8rcuHHA5f/36_henkirikoskatsaus_2014_korjattu.
pdf. Accessed 06 Mar 2015
 40. THL (2014) Differences in life expectancy. Available at: http://www.thl.fi/
en/web/health-and-welfare-inequalities/health-inequalities/differences-
in-life-expectancy. Accessed 26 Feb 2015
 41. Remes H (2012) Social determinants of mortality from childhood to early 
adulthood. University of Helsinki, Department of Social Research
